Smoking cessation is associated with increases in body weight, but little is known about the relationship between participation in a weight loss intervention and smoking. Objective: To determine whether (a) weight losses at 1 year differ as a function of baseline smoking status (never smoker, current smoker, ex-smoker) and (b) participation in a weight loss intervention affects smoking behavior. Method: This analysis addressed these questions using the publicly available database from Look AHEAD, a randomized trial comparing intensive lifestyle intervention (ILI) and diabetes support and education (DSE; control condition) among individuals with overweight/obesity and Type 2 diabetes, and included 4,387 participants who had self-reported smoking and objective weight measures available at baseline and at 1 year. Results: Although participants in ILI lost a significantly greater percentage of weight than those in DSE at 1 year (ILI, M ϭ Ϫ8.8%, SD ϭ 6.8; DSE, M ϭ Ϫ0.7%, SD ϭ 4.7), there were no differences in weight loss outcomes between never smokers (n ϭ 2,297), ex-smokers (n ϭ 2,115), and current smokers (n ϭ 188) within either condition. Participation in ILI was not associated with compensatory smoking or likelihood of quitting smoking or relapsing. Conclusions: Smokers in a weight loss intervention had reductions in weight that were comparable to individuals who did not smoke without any evidence of compensatory smoking to manage eating and appetite. Smokers with obesity should be encouraged to pursue weight loss without concerns regarding the impact on smoking behavior.
Smokers are more likely to develop diabetes than nonsmokers (Willi, Bodenmann, Ghali, Faris, & Cornuz, 2007) . Weight trajectories over time vary as a function of smoking status, with smokers gaining less weight than nonsmokers (Audrain-McGovern & Benowitz, 2011; Veldheer, Yingst, Zhu, & Foulds, 2015) . Yet, approximately 9 million U.S. smokers are obese (Healton, Vallone, McCausland, Xiao, & Green, 2006) ; smokers with overweight/ obesity report more weight control motivated smoking (i.e., smoking to control hunger, eating, and weight) than smokers of normal weight (Murphy & MacKillop, 2013) . The current National Institutes of Health guidelines on obesity treatment recommend that when treating smokers, the primary emphasis is on smoking cessation and advise against initiating smoking cessation and weight loss simultaneously (National Heart, Lung, & Blood Institute, 1998) . Thus, encouragement of weight loss in this population is typically postponed or deemphasized in an effort to promote cessation. Yet, smokers with obesity report more concern about gaining weight after quitting smoking and have less confidence in their ability to maintain their weight without smoking (Levine, Bush, Magnusson, Cheng, & Chen, 2013) . Thus, they may be less motivated to quit smoking until they have lost weight and/or developed weight management skills. There are limited data examining whether smokers and nonsmokers differ in outcomes in a weight loss program and conversely whether participation in a weight loss program affects smoking behavior. Addressing these questions is of greater significance for several reasons. First, there is a synergistic effect of smoking and weight-related risks on mortality (Freedman et al., 2006) , making this a vulnerable, highrisk group in need of effective interventions. Second, understanding how smoking and weight loss interact in the context of a controlled clinical intervention is important for determining the extent to which smokers with obesity should be encouraged to enroll in weight loss programs. Third, this information is critical when making evidence-based recommendations regarding the most effective way to order interventions targeting both of these behaviors.
There are a few previous studies that have actually examined the associations between smoking status and weight loss outcomes; weight loss studies sometimes include smoking status as a covariate in models predicting outcomes or exclude smokers altogether on the basis of anticipated relationships between smoking and weight. Smoking status was not associated with weight loss success at 6 months among participants in a trial of dietary intervention strategies (Mediterranean, low-carbohydrate, low-fat diet; Greenberg, Stampfer, Schwarzfuchs, Shai, & the Direct Group, 2009) , at 12 months among participants in a combined pharmacotherapy and behavior therapy trial (Fabricatore et al., 2009 ), or at 6 or 12 months among participants in a randomized trial of nonclinic-based weight loss interventions (Jeffery et al., 2003) . In contrast, differences in weight outcomes between smokers and nonsmokers were observed in a randomized trial of weight gain prevention (Jeffery, McGuire, & French, 2002) , with smokers being twice as likely to report large weight losses (Ն 5% of body weight) despite the intervention's emphasis on making small changes to prevent weight gain rather than to produce weight loss.
Despite these equivocal findings, research in other relevant domains provides several reasons to believe that weight losses could be poorer in smokers than in never or ex-smokers. A dose-response type of relationship has been shown with increasing smoking status category (never smoker, ex-smoker, current smoker) associated with an unhealthier diet (Osler et al., 2002) . Smokers make fewer healthful dietary choices (e.g., less fruit/ vegetables, high fiber grains, low-fat milk; more alcohol, soft drinks, French fries, bacon/luncheon meats) and have lower levels of physical activity, including leisure activity, relative to nonsmokers and ex-smokers (Chiolero, Wietlisbach, Ruffieux, Paccaud, & Cornuz, 2006; French, Hennrikus, & Jeffery, 1996; Kaczynski, Manske, Mannell, & Grewal, 2008; Subar, Harlan, & Mattson, 1990) . Given less healthful practices, weight loss may require making more extensive lifestyle changes and be more difficult. Additionally, frequent self-weighing, a strategy associated with successful weight loss (Sciamanna et al., 2011) , is less common among those who smoke (Linde, Jeffery, French, Pronk, & Boyle, 2005) . Synergistic effects of smoking and obesity (Freedman et al., 2006; Koster et al., 2008) may result in poorer health and cause greater difficulty adhering to behavioral recommendations for weight loss, and smokers may have greater central fat accumulation and insulin resistance than nonsmokers (Chiolero, Faeh, Paccaud, & Cornuz, 2008) . Thus, differences in health and health habits may make successfully achieving and maintaining weight loss more challenging for smokers than it would be among individuals who do not smoke.
Alternatively, smokers could be hypothesized to achieve greater weight loss in formal programs than nonsmokers since smoking is thought to have anorexic or metabolic effects (Audrain-McGovern & Benowitz, 2011; Chiolero et al., 2008; Filozof, Fernández Pinilla, & Fernández-Cruz, 2004; Li, Kane, & Konu, 2003; Perkins et al., 1991; Perkins, Epstein, Stiller, Marks, & Jacob, 1989) . Theoretically, smokers may use cigarettes as a "tool" when attempting to lose weight, which could confer a weight loss advantage relative to nonsmokers and ex-smokers. This could be especially true if smoking effectively curbs hunger when following a calorie-restricted diet to produce weight loss, albeit with deleterious consequences on smoking behavior. Many smokers endorse a belief that smoking helps control their weight and weight concerns may motivate some individuals to smoke (Boles & Johnson, 2001; Cavallo, Duhig, McKee, & Krishnan-Sarin, 2006; Copeland & Carney, 2003) ; one third of smokers reported having used smoking as a dieting strategy to lose weight in the past 6 months (Klesges & Klesges, 1988) .
This also raises the other important question-do smokers with overweight/obesity in behavioral weight loss treatment increase their smoking over time? Smokers may increase their smoking while following reduced-calorie weight loss regimens to manage their appetite and also to replace the loss of one reinforcing activity (i.e., eating particular food) with another (smoking cigarettes). Animal research suggests that rats under chronic food restriction show considerable increases in drug-seeking behavior (D'Cunha, Sedki, Macri, Casola, & Shalev, 2013) . Research findings from several small studies on smokers following acute food deprivation, fasting weight loss protocols, or reduced-calorie diets have resulted in mixed findings, with some studies finding little evidence of increased cigarette consumption (Kendzor, Baillie, Adams, Stewart, & Copeland, 2008; Lawson, Bulik, Rodefer, Scanlon, & Borger, 1997; Zacny & de Wit, 1990 , another finding evidence of increased cigarette smoking following one low-calorie diet but not another (Cheskin, Hess, Henningfield, & Gorelick, 2005) , and others showing possible increases in aspects of smoking behavior not directly measured such as number of puffs/ cigarette or puff duration (Kendzor et al., 2008; Niaura, Clark, Raciti, Pera, & Abrams, 1992; Zacny & de Wit, 1990) .
Instead of causing increases in smoking, successful weight loss may promote a reduction or cessation of smoking. Given substantial overlap between obesity and addictive behavior (Brownell, Marlatt, Lichtenstein, & Wilson, 1986; Volkow, Wang, Fowler, & Telang, 2008; Volkow, Wang, Tomasi, & Baler, 2013) , once an individual develops skills for health behavior change (e.g., recognizing triggers and cues, managing urges, problem solving), these skills may generalize and facilitate making other changes. Data from the present study could support this in two ways: first, if greater success with weight loss is associated with greater decreases in smoking (i.e., changes in diet/exercise facilitating changes in smoking) and, second, if a history of successfully quitting smoking is associated with success when attempting to lose weight (i.e., changes in smoking facilitating changes in diet/ exercise). Indeed, individuals who had previously participated in substance abuse treatment or mental health treatment had improved weight loss following bariatric surgery compared to individuals who had not previously been in treatment (Clark et al., 2003) .
The current study is a secondary analysis of the Look AHEAD (Action for Health in Diabetes) clinical trial of adults with overweight/obesity and Type 2 diabetes who were randomly assigned to intensive lifestyle intervention (ILI) that included a calorierestricted diet and increased physical activity to produce weight loss or to a diabetes support and education (DSE) control condition. Outcomes of this study have previously been reported, including significantly greater weight loss at 1 year among participants in ILI compared to DSE (Pi-Sunyer et al., 2007; Ryan et al., 2003) . In the current analysis, we used the publicly available database to examine (1) whether smoking status (never smoker, This document is copyrighted by the American Psychological Association or one of its allied publishers.
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current smoker, ex-smoker) at baseline was associated with weight loss at 1 year in ILI or DSE and (2) whether participation in the ILI weight loss intervention versus the DSE control condition affected smoking behavior or the chances of quitting or relapsing at 1-year follow-up. We hypothesized that baseline smokers would be less successful in their weight loss attempts due to greater difficulties associated with clustering of health-injurious lifestyle behaviors in this population. We hypothesized that participation in the ILI would not be associated with increased risk for smoking or relapse relative to DSE.
Method Participants
Eligibility criteria for Look AHEAD included Type 2 diabetes, 45-76 years of age, being overweight or obese (body mass index [BMI] Ն 25 kg/m 2 ; Ͼ27 kg/m 2 if taking insulin), HbA 1 C Ͻ 11%, blood pressure Ͻ160 (systolic) and Ͻ100 (diastolic) mmHg, and triglycerides Ͻ600 mg/dl. In addition, participants were excluded based on underlying diseases/comorbid conditions that were anticipated to limit adherence to or affect the safety of the interventions (Ryan et al., 2003) .
Procedures
Consistent with the requirements of institutional review boards of the 16 clinical centers of the trial (Ryan et al., 2003) and the Helsinki Declaration, informed consent was obtained before screening and at enrollment. Prior to randomization, all participants attended a 1-hr diabetes education class, which provided basic education about diabetes such as self-monitoring of blood glucose, management of hypoglycemia, and symptoms of cardiovascular disease. Smokers were encouraged to quit but did not receive smoking cessation counseling or strategies as part of the study. Eligible participants were randomized 1:1 to either ILI or the DSE comparison condition.
Intervention Conditions
The ILI and DSE conditions have been described at length previously (Ryan et al., 2003; Wadden et al., 2006 Wadden et al., , 2009 ). The present description includes only a description of activities occurring during the first year.
ILI. Participants in this condition participated in a weight loss intervention that included a reduced-calorie diet and increased physical activity designed to produce a weight loss of Ն7% of initial body weight. During the first 6 months, participants were seen weekly, with three group sessions and one individual session each month. During months 7-12, participants were provided with two group sessions and one individual session per month. Sessions were led by interventionists trained in nutrition and exercise counseling. Participants were given a calorie goal of 1200 -1500 kcal/ day (Յ250 lbs) or 1,500 -1,800 kcal/day (Ͼ250 lbs) and provided with meal replacement products to promote adherence to the calorie goals. Physical activity recommendations increased gradually from 50 -175 min/week using activities similar in intensity to a brisk walk.
DSE.
During the first year, participants in DSE were invited to attend three educational/social support group sessions, focused on diet/nutrition, physical activity/exercise, and social support. Sessions were informational and provided opportunities for discussing topics, but specific behavioral strategies related to diet and physical activity were not provided.
Measures
Weight. Weight was measured using a balance beam scale by assessors masked to the intervention condition at baseline and 1-year follow-up. Height was assessed using a standard stadiometer. BMI was calculated using the standard formula of (weight in pounds ‫ء‬ 703)/height in inches 2 , and percent reduction in weight at 1 year from baseline was calculated.
Tobacco use. Smoking was assessed using a self-reported questionnaire at baseline and 1-year follow-up. At both time points, participants were asked, "Have you smoked at least 100 cigarettes during your entire life? (yes/no)." Those answering "no" were coded as "never smokers" and received no additional questions. Individuals who endorsed "yes" were asked, "Do you smoke cigarettes now? (yes/no)." Individuals who answered "yes" were coded as "current smokers" and were subsequently asked, "On the days that you smoke, about how many cigarettes do you usually smoke per day?" Individuals who answered "no" to smoking cigarettes currently were coded as "ex-smokers" and were subsequently asked, "About how old were you when you quit smoking cigarettes (fairly regularly)?"
Data Analysis Approach
Preliminary analyses. The subset selected for analyses were those with smoking and weight data available at baseline and who gave consent for data to be used in secondary analyses (n ϭ 4,837; 94.0% of 5,145 randomized). Analyses of study hypotheses were conducted excluding individuals with missing Year 1 data (n ϭ 237) on a final sample of 4,600 (89.4% of randomized). 2 [2, n ϭ 4,837] ϭ 7.18, p ϭ .03). Analyses were repeated using the baseline carried forward imputation method (zero weight loss, no change in smoking status) for individuals with missing Year 1 data; there were no substantive differences from the pattern of findings reported below (data not shown).
One-way analysis of variance (ANOVA) and chi-square tests were used to examine baseline characteristics of never, ex-, and current smokers. Any demographic characteristic that differed significantly by smoking status at baseline and also predicted percent weight loss in a multiple linear regression (accounting for differences attributable to intervention condition) was included as a model covariate in primary analyses of weight loss outcomes.
Primary statistical analyses. The first set of analyses examined differences in percent weight loss at Year 1 as a function of baseline smoking status (never, current, ex-smoker). A univariate general linear model was used to compare changes in weight from baseline to follow-up in ILI and DSE by smoking status, controlThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ling for statistically significant baseline differences. Among baseline ex-smokers, regression analyses were conducted separately in ILI and DSE to determine whether years since quitting was a significant predictor of percent weight loss with relevant demographic covariates included. The second set of analyses examined changes in smoking habits in ILI versus DSE from baseline to 1 year. Logistic regression was used to determine whether participants who were current smokers at baseline differed in the likelihood of quitting smoking at Year 1 as a function of treatment condition. The number of cigarettes smoked at baseline and follow-up was also compared among individuals who reported smoking at both time points (quitters excluded) using a 2 ϫ 2 mixed (Condition ϫ Time) ANOVA to test for differential changes in smoking (e.g., compensatory smoking) related to randomized intervention condition. Finally, logistic regression was used to determine whether the likelihood of relapsing to smoking (i.e., identifying as an ex-smoker at baseline and a current smoker at Year 1) differed between ILI and DSE. Effect sizes were calculated as 2 for continuous dependent variables and odds ratios (ORs) for dichotomous ones.
Results
Baseline participant characteristics by smoking status are presented in Table 1 .
The two treatment conditions did not differ significantly on any baseline characteristics, confirming success of randomization consistent with previously reported findings (data not shown; Bray et al., 2006; Wadden et al., 2006) . The number of smokers, ex-smokers, and never smokers, randomized to each study condition, did not significantly differ, 2 (2, n ϭ 4,600) ϭ 1.24, ns. There were significant baseline differences between smokers, ex-smokers, and never smokers on measures of weight, education, race, sex, and age. A multiple linear regression based on these variables (df ϭ 4,502) showed that education (coded as 0 Յ 13 years, 1 ϭ 13-16 years, 2 Ն 16 years) and sex (coded as 0 ϭ male, 1 ϭ female) did not significantly predict percent weight loss, t ϭ .35, ns, and t ϭ .79, ns, respectively. However, baseline weight (kilograms), age (years), and race (coded as 0 ϭ Hispanic, African American, and "other" participants ("other" category consisted of individuals identifying as other/ mixed race [ϳ57% of "other"], Asian/Pacific Islander [ϳ35% of "other"], and nonexcluded American Indian/Alaskan Natives [ϳ8% of "other"]), 1 ϭ non-Hispanic White participants) were significant predictors of percent weight loss at Year 1 (t ϭ 3.74, p Ͻ .01, t ϭ 3.25, p Ͻ .01, and t ϭ 6.75, p Ͻ .01, respectively). Therefore, these three demographic variables were controlled in analyses of weight loss outcomes in order to avoid confounding effects.
Effects of Baseline Smoking Status on Weight Loss Outcomes by Treatment Condition
The first set of analyses focused on differences in weight loss as a function of baseline smoking status. Figure 1 depicts percent weight loss as a function of baseline smoking status in the ILI and DSE conditions. As expected, there was a main effect of the intervention condition, confirming that individuals in ILI had greater percent weight loss (M ϭ Ϫ8.8%, SD ϭ 6.8) compared to individuals in DSE (M ϭ Ϫ0.7%, SD ϭ 4.7) at 1 year, F (1, 4,591) (46) 479 (43) 473 (44) 442 (44) 27 (27) 30 (36) Note. ILI ϭ intensive lifestyle intervention; DSE ϭ diabetes support and education. a Analyses of variance (one-way). b 2 test. c n ϭ 4,502 due to missing data. Column percentages differ from 100% in instances due to rounding. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Effects of Intervention Type on Smoking Behavior in Current or Ex-Smokers
The second set of analyses looked at the relationship between treatment condition and changes in smoking habits. Frequency counts and percentages of baseline current and ex-smokers who reported smoking at follow-up are shown in Table 2 . Among individuals endorsing current smoking at baseline, the intervention condition did not predict the likelihood of smoking at follow-up (OR ϭ 0.75; CI [0.37, 1.52]; p ϭ .42). Exploratory ANOVA indicated that there was not a significant interaction between quitting status and intervention condition (F(1, 187) ϭ .20, p ϭ .65, 2 ϭ .00) on percent weight loss at follow-up (Quit Smoking: DSE M ϭ .92, SD ϭ 5.44; ILI M ϭ Ϫ7.42, SD ϭ 5.71; Continued Smoking: DSE M ϭ Ϫ1.28, SD ϭ 4.46; ILI M ϭ Ϫ8.65, SD ϭ 7.15). Among those identified as current smokers at both baseline and 1-year follow-up (i.e., nonquitters), there was no effect of the intervention condition, F(1, 148) ϭ 2.79, p ϭ .10, 2 ϭ .02; of time, F(1, 148) ϭ .01, p ϭ .91, 2 ϭ .00; or a time-by-intervention condition interaction, F(1, 148) ϭ .06, p ϭ .81, 2 ϭ .00, on number of cigarettes smoked per day (shown in Table 2 ). Finally, among baseline ex-smokers, intervention condition assignment did not predict likelihood of smoking at follow-up (OR ϭ 0.83, CI [.43, 1.62] , p ϭ .59).
Discussion
The results of the present study suggest that among individuals with overweight/obesity and Type 2 diabetes mellitus, smoking status did not affect weight loss outcomes at 1 year. Moreover, there was no evidence that participation in a weight loss program affected the odds of quitting smoking, relapsing to smoking, or the number of cigarettes smoked per day relative to the control group. Both of these findings suggest that weight loss interventions have great promise in improving the health of smokers with excess weight. Note. ILI ϭ intensive lifestyle intervention; DSE ϭ diabetes support and education. a Values shown are means (SD) for those identified as current smokers at both baseline and 1-year follow-up only (i.e., nonquitters). This document is copyrighted by the American Psychological Association or one of its allied publishers.
Participants in ILI lost considerably more weight over time relative to the control condition without any differences attributable to smoking status. Given the increased risk of mortality from combined smoking and obesity (Freedman et al., 2006; Peeters et al., 2003) , the fact that smokers in the current study achieved weight loss outcomes that were equivalent to nonsmokers is promising in this population. Despite many smokers reporting using cigarettes to help control hunger and weight and prevent overeating (Piper et al., 2004) , any putative effects of smoking on appetite, satiety, or metabolism conferred no advantage (or disadvantage) for weight loss outcomes in the present study. In addition, having successfully quit smoking did not affect success at weight loss despite the fact that there are many similarities between the skills needed to make and maintain behavior change and prevent relapse for weight loss and smoking cessation (Brownell et al., 1986) . Notably, baseline ex-smokers in the present study reported having quit smoking approximately two decades earlier, on average, based on differences between reported quit age and current age. Therefore, the knowledge and strategies used when quitting may no longer have been salient to them and thus may not have facilitated greater weight loss.
The effects of the intervention on smoking outcomes were also encouraging. Despite caloric restriction being the predominant method used to achieve weight loss in the ILI condition, smokers assigned to ILI did not exhibit compensatory smoking from this restriction; instead, nearly 20% of ILI smokers quit, fewer than 2% of former smokers reported they were current smokers again at the 1-year follow-up, and number of cigarettes smoked per day did not change over time. In all of these domains, those in ILI did not differ significantly from those in DSE. Notably, even after longterm abstinence, relapse to smoking may still occur (Krall, Garvey, & Garcia, 2002) .
The lack of an increase in cigarettes smoked daily is consistent with findings from short-term food deprivation studies (Kendzor et al., 2008; Lawson et al., 1997; Zacny & de Wit, 1990 but inconsistent with another study that reported participants assigned to one of two low-calorie (700 calories/day deficit for 6 days) conditions tended to smoke more cigarettes than when consuming a normal-calorie diet (2,000 -2,800 calories/day) in an inpatient research ward (Cheskin et al., 2005) . However, the study setting, small sample size (N ϭ 17), and the exclusion of participants with overweight or obesity all limit the generalizability of this finding. Another small study of female smokers with obesity reported increases in salivary cotinine concentrations during a very lowcalorie diet weight loss treatment program, but no information concerning smoking patterns was gathered, so the cause for the increase could not be established (Niaura et al., 1992) . The current study expands on earlier findings using a large sample of individuals with overweight/obesity randomly assigned to 12 months of ILI or a comparison condition and supports the finding of no evidence of increased smoking secondary to calorie restriction.
The proportion of smokers reporting quitting at Year 1 across conditions (Ͼ 20%) is notable given that no smoking cessation resources were provided as part of the study-just brief advice that quitting smoking would benefit their health. Among ILI participants who reported smoking at baseline, those who reported quitting at follow-up had comparable weight losses to those who did not, suggesting that the intervention may have helped prevent smoking cessation-related weight gain. Smokers who are trying to lose weight are more likely to want to quit smoking and to have made an attempt to quit smoking in the preceding year than those who are not trying to lose weight (Wee, Rigotti, Davis, & Phillips, 2001) . For that reason, smoking cessation should be encouraged during weight loss, particularly for individuals with Type 2 diabetes. Leveraging momentum when an individual is already in the process of making health behavior changes may be key. Providing brief advice about quitting smoking has been shown to increase the likelihood of quitting among smokers (Stead, Bergson, & Lancaster, 2008) . As participants in both groups were encouraged to quit smoking, it may be that this advice impacted subsequent behavior or that self-reports did not accurately reflect actual smoking behavior.
Despite numerous beneficial outcomes for smokers in the current study, preliminary analyses indicated that smokers had the highest percentage of missing data at 1 year, suggesting this group may be particularly susceptible to being lost to follow-up in clinical weight loss trials. Some evidence suggests that smoking status may be associated with differences in attending and completing treatment. Smokers were less likely to initially engage in the Veterans Affairs MOVE! weight control program following a referral (Funderburk, Arigo, & Kenneson, 2016) . Similarly, participants with incomplete data in a weight gain prevention trial were more likely to be smokers (Jeffery & French, 1999) . In a review of predictors of dropout in weight loss interventions, Moroshko, Brennan, and O'Brien (2011) reported three studies in which smoking was associated with greater attrition (Bradshaw, Horwath, Katzer, & Gray, 2010; Clark, Niaura, King, & Pera, 1996; Greenberg et al., 2009 ), but no association was observed in two other studies (Fabricatore et al., 2009; Inelmen et al., 2005) . Thus, extra steps may be necessary to reduce attrition when working with this population.
The strengths of the current study include using a large sample with prospective data on weight and smoking over 1 year. Participants were randomly assigned to participate in an ILI or a DSE control condition, and weight was measured by assessors blind to the intervention condition. Nevertheless, this secondary analysis of data is limited by the reliance on only self-report measures of smoking behavior. Although the use of self-report may have inflated quit rates in the current study, typically the magnitude of such inflation is small and does not vary across intervention conditions (Benowitz et al., 2002) . In addition, Look AHEAD did not collect self-reported reasons for smoking, quitting, or relapse. Thus, the extent to which weight control motivated smoking behavior in the present study cannot be determined. Finally, data from 545 of the 5,145 participants randomized to treatment (10.6%) were not included in the current analyses due to consent limitations (n ϭ 255 participants from Native American sites did not provide consent for their data to be part of the public database) and missing data (n ϭ 301). While imputation for missing data suggested comparable patterns of findings to those reported herein, study attrition limits generalizability, particularly given the different rates of attrition noted.
In conclusion, smokers participating in ILI lost considerably more weight than those in DSE without evidence of compensatory smoking and without treatment differences in rates of quitting smoking. Moreover, the weight losses of smokers were comparable to those in nonsmokers or ex-smokers. These findings suggest that smoking status should not be a deterrent to enrolling in weight This document is copyrighted by the American Psychological Association or one of its allied publishers.
loss interventions. Smokers with overweight or obesity who are interested in losing weight should be encouraged to do so in order to improve health; weight loss and smoking cessation both may be viable initial targets when encouraging multiple health behavior changes.
